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 Past research evaluating the continuity and discontinuity hypotheses has produced 
inconclusive results.  The continuity hypothesis states that dieting plays a role in the 
development of bulimia and disordered eating falls on a continuum.  The discontinuity 
hypothesis however, states that dieters and bulimics are essentially different.  Although 
numerous studies have examined the relationship of depression and eating disorders, little 
research has been done on the relationship of hopelessness and eating disorders.  The researcher 
hypothesized that the higher the degree of eating pathology, the more hopeless a person would 
be.  The current study surveyed eighty-one college women from two different Wisconsin 
universities to determine whether a correlation existed between eating pathology and 
hopelessness using the BULIT-R and the Beck Hopelessness Scale.  Four groups were 
established based on scores:  low risk non-bulimic, medium risk non-bulimic, high risk non-
bulimic, and bulimic.  A statistically significant correlation between eating pathology and  
            iii 
hopelessness scores was established using Pearson’s r.  Using an ANOVA, results confirmed a 
statistically significant difference between the bulimic group and the three non-bulimic groups.  
When an analysis was done looking at only the three non-bulimic groups, no statistical 
significance was found, thereby indicating support for the discontinuity hypothesis.  A number of 
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 The occurrence of eating disorders is disturbingly common.  Approximately eleven 
million people suffer from eating disorders.  The onset of eating disorders typically occurs 
during adolescence and early adulthood but can affect women of all ages.  Fifteen percent of 
young women have substantially disordered eating attitudes and behaviors and 5% of college 
women in the United States are bulimic (Katzman and Wolchik, 1984). This number increases to 
between 12% and 15% for women in medical school and other graduate programs (Herzog, 
Norman, Rigotti, & Pepose, 1986).  Bulimia is a serious eating disorder and its diagnostic 
features include binge eating and inappropriate compensatory methods to prevent weight gain.  
Compensatory behaviors include such things as self-induced vomiting, misuse of laxatives, 
diuretics, or other medications, fasting, or excessive exercise (American Psychiatric Association, 
2000).   In addition, the self evaluation of individuals with bulimia nervosa is excessively 
influenced by body shape and weight.  Anorexia includes features where an individual refuses to 
maintain a minimally normal body weight, is intensely afraid of gaining weight, and exhibits a 
significant disturbance in the perception of the shape or size of his or her body (American 
Psychiatric Association, 2000).  Both anorexia and bulimia nervosa typically begin when intense 
body dissatisfaction leads to a strict diet and rapid weight loss.  Eating disorders are a serious 
threat for today’s youth.  For the purposes of this study bulimia will be examined specifically.  
With the rise in the prevalence of Bulimia Nervosa as well as society’s increasing emphasis on 
slimness, many researchers have begun to examine sub-clinical eating pathology.  
 Currently, two eating disorders are listed in the Diagnostic and Statistical Manual of 
Mental Disorders (American Psychiatric Association, 2000), Bulimia Nervosa and Anorexia 
Nervosa.  In addition a third diagnosis called Eating Disorder Not Otherwise Specified (NOS) is 
provided  for coding disorders that do not meet criteria for a specific eating disorder (APA, 
2000).  However, sub-clinical eating disorders (when a person exhibits some of the 
characteristics of an eating disorder but does not meet enough criteria to be diagnosable) are 
occurring at alarming rates.  No single cause of these disorders has been identified.  Numerous 
factors can be identified as contributing to the onset of bulimia, including personality 
characteristics, family dynamics, biological predispositions, cognitive styles, and sociocultural 
pressures to be thin.  These theories offer insight as to how eating disorders are developed, but 
bulimia is far from understood.  Along with this, a controversy has existed for several decades as 
to whether eating disorders lie on a continuum ranging from normal eating at one end to full 
syndrome eating disorders at the other end, or whether eating disorders represent discrete 
categories that are qualitatively different from the dieting and binge eating that are so common in 
young women today (Polivy & Herman, 1987).  This continuum is known as the continuity 
hypothesis and it states that dieting plays a role in the development of bulimia nervosa and 
disordered eating falls on a continuum with eating disorders at one endpoint, normal eating at the 
other endpoint, and dieting an intermediate point (Streigel-Moore, Siberstein, & Rodin, 1986).  
Thus, dieters and bulimics differ in degree but not in kind.  Opposing this idea is the 
discontinuity hypothesis, which proposes that there are essential differences between dieters and 
bulimics.   
Along with bulimia being on the rise in this country, so too are dangerous fad diets.  In a 
society where thinness is equated with success and happiness, nearly every woman, man and 
child has suffered at one time or another from issues of weight, body shape, and self image.  
Indeed, the media contributes to this epidemic.  Magazines and movies promote women who are 
thin.  Thus, internalization of an unrealistic thin ideal may also produce eating pathology for 
many women. Stice, Schupak-Neuberg, Shaw, and Stein, (1994) found that internalization of 
sociocultural pressures mediates the relation between media exposure and eating pathology.  In 
fact, greater ideal-body stereotype internalization has also been shown to predict increased body 
dissatisfaction, which is related to heightened eating disorder symptoms (Stice et al., 1994).  
These findings are consistent with theories in which it is proposed that body satisfaction is a 
primary determinant of eating disorder symptoms (Striegel-Moore et al., 1986).   
  A number of psychological variables have been associated with bulimia nervosa 
including depression, impulsivity, hopelessness, poor self-esteem, and social incompetence.  
Therefore, many women dealing with eating pathology also must deal with a psychological issue 
which makes it that much more difficult.  Likewise, biological, cultural, and social theories have 
been examined.  The socio-cultural influences thought to contribute to eating disorders include 
the thin ideal body image espoused for women, the centrality of appearance in the female gender 
role, and the importance of appearance for women’s societal success (Striegel-Moore et al., 
1986).   
With the increase in eating disorders over the last several decades as well as the increase 
in the number of articles and advertisements promoting weight-loss diets in women’s magazines 
(Wiseman, Gray, Mosimann, & Ahrens, 1992), society’s driving pressure on women to be thin is 
beginning to get out of hand.  Rosen & Leitenberg (1982) have suggested that pursuit of thinness 
is central to the development of eating disorders.  However, the cause of this desire to be thin 
differs across models.  The depression, shame and agonizing sense of isolation caused by eating 
disorders disrupt families, schooling, careers, and relationships.  Without treatment the future for 
sufferers can be bleak.   
Many times bulimics use self-destructive eating behaviors to deal with psychological 
problems that go much deeper than their obsession with food and weight.  Usually the individual 
feels out of control and recognizes that her/his behavior is not normal.  However, with society's 
ever-increasing influence on the importance of physical appearance, many women would rather 
deal with an eating pathology than be ostracized by our culture.  Due to the overwhelming 
number of psychological correlates suggested as playing a role in the onset of bulimia, for the 
purpose of this study hopelessness will be examined. Hopelessness can be a huge part of what a 
woman experiences while dealing with an eating disorder.  A woman may feel trapped.  She may 
feel as though if she does not restrict herself she could potentially gain weight thereby 
maximizing her feelings of low self-esteem and depression.  On the other hand, if she continues 
to restrict, she still may feel that she has no other alternative thereby maximizing her feelings of 
hopelessness.   
Franko & Omori’s (1999) research indicates support for the continuity hypothesis, which 
states that bulimia nervosa is the endpoint along which subclinical levels of eating disturbance 
differ only by degree.  According to Franko & Omori (1999), there is a link between eating 
pathology and several psychological variables including hopelessness. Therefore, the research 
hypothesis for this study following the continuity hypothesis, is that the further people progress 
along an eating pathology continuum, the greater their level of hopelessness will be. 
Statement of the Problem 
The purpose of the study is to determine the degree of correlation between eating 
pathology as measured by the BULIT-R Scale and the amount of hopelessness as measured by 
the Beck Hopelessness Scale for a group of college women.  A belief called the continuity 
hypothesis states that dieting plays a role in the development of bulimia nervosa and disordered 
eating falls on a continuum.  In subject with the continuity hypothesis, based on scores on the 
BULIT-R, participants were divided into four groups.  Therefore, another purpose of this study is 
to determine whether is a difference in levels of hopelessness between low, medium, high, and 
bulimic levels of eating pathology.   
Null Hypothesis #1 
There will be no statistically significant correlation between individuals’ scores on the 
BULIT-R  and levels of hopelessness on the BHS for college women. 
Null Hypothesis #2   
There will be no statistically significant difference in levels of hopelessness 
between low, medium, high and bulimic levels of eating pathology. 
Definition of Terms 
Bulimia Nervosa:  essential features include binge eating and inappropriarte 
compensatory methods to prevent weight gain including self-induced vomiting, misuse of 
laxatives, diuretics, or other medications, fasting, or excessive exercise.  In addition, the self-
evaluation of individuals with bulimia nervosa is excessively influenced by body shape and 
weight.   
Anorexia:  essential features include an individuals refusal to maintain a minimally 
normal body weight, an intense fear of gaining weight, as well as exhibiting a significant 
disturbance in the perception of the shape or size of his or her body.   
Binge Eating:  defined as eating in a discrete period of time an amount of food that is 
definitely larger than most individuals would eat under similar circumstances.  An episode is 
accompanied by a sense of lack of control.   
Body Image:  the view people have of their physical selves. 
Bulimia Nervosa:  essential features include binge eating and inappropriate 
compensatory methods to prevent weight gain including self-induced vomiting, misuse of 
laxatives, diuretics, or other medications, fasting, or excessive exercise.  In addition, the self-
evaluation of individuals with bulimia nervosa is excessively influenced by body shape and 
weight. 
Continuity Hypothesis:  a belief that dieting plays a role in the development of bulimia 
nervosa and disordered eating falls on a continuum with eating disorders at one endpoint, normal 
eating at the other endpoint, and dieting an intermediate point.   
Discontinuity Hypothesis:  a belief that dieters and bulimics are essentially different. 
Partial Syndrome:  a level that doesn’t meet enough diagnostic criteria for an eating 
disorder. 
Sub-clinical:  refers to when a person exhibits characteristics of an eating disorder but 












Review of Literature 
There is some debate as to whether bulimics represent the endpoint of an eating disorder 
continuum, or are categorically different from women with sub-clinical eating pathology.  
Therefore, this chapter will first examine the development of eating disorders and then 
differentiate the categories that lie on the continuum and examine dieting, binge eating, and 
bulimia.  Lastly, this review will examine psychological correlates, specifically depression and 
hopelessness. 
Development of Eating Disorders 
Adolescence is a turbulent time.  During adolescence females are thought to experience 
more depression than that of males (Kandel & Davies, 1982) perhaps because self-esteem is 
more related to weight and body shape for females than it is for males.  So many children, 
teenagers, and adults believe a “what is beautiful is good” stereotype.  This belief is especially 
significant since the media often convey (whether implicitly or explicitly) that beauty has social 
benefits.  Whether subtle or blatant, societal messages convey that looks are influential in day-to-
day life and as people become more aware of appearance, stereotyping and discrimination, those 
who already have a vulnerable self-image may come to experience even deeper despair.  “Looks 
are everything!”  The message that is being sent to our youth is a dangerous one.  In American 
society, approximately one half of women and at least one fourth of men are discontent with 
their overall appearance (Garner, 1997).  
Body image and eating concerns can begin in girls at young ages, but the major 
developmental challenge that amplifies a variety of risk factors for bulimia is adolescence 
(Streigel-Moore, Silberstein, & Rodin, 1986). A large number of studies focusing on adolescent 
girls’ thoughts about their bodies demonstrate that the majority of these girls wish to be thinner 
and many engage in dieting and other weight loss behaviors (e.g. Greenfield, Quinlan, Harding, 
Glass, and Bliss, 1987; Paxton, Wertheim, Gibbons, Szmukler, Hillier, and Petrovich, 1991; 
Wertheim, Paxton, Maude, Szmukler, Gibbons, and Hillier, 1992). Anorexia typically begins in 
mid to late adolescence, approximately 14-18 years of age (American Psychiatric Association, 
2000).  Bulimia on the other hand, usually begins in late adolescence or early adult life 
(American Psychiatric Association, 2000).  The binge eating frequently begins during or after an 
episode of dieting.  Both of these disorders may be preceded by disordered eating including 
increased weight concerns, dieting, food restriction, binge eating, and purging behaviors.  Even 
so, the developmental pathway from normal eating to diagnosable eating disorders is not well 
understood.  The truth is, little is known about what girls themselves see as the reason for 
wanting to be thinner.  The question of what underlies the body dissatisfaction found in 
adolescent girls wish to be thinner is a hard one to answer.  One of the widely accepted beliefs 
held by the general public and eating disorder theorists alike is in the sociocultural pressures to 
which adolescents are subjected.  By constantly bombarding women with pictures of 
unrealistically thin women, the media promotes standards that are impossible for most women to 
achieve.  Paxton et al., (1991) found that adolescent girls reliably indicate their ideal figure as 
significantly smaller than their current figure.    The difference between current and ideal figure 
ratings is then taken as a measure of body dissatisfaction.  One study found the top two reasons 
girls wanted to be thinner were the influence of models and the media, and to be more attractive 
and receive more attention (Tiggemann, Gardiner, & Slater, 2000).  Although educating 
adolescents on nutrition and risks of being overweight is important, without sympathetic 
presentation it is easy to reinforce the messages already received by children concerning the 
social undesirability of overweight and the importance of physical appearance.  Without special 
considerations, one health problem may simply be exchanged for another.   
Adolescence is a time in a young woman's life that she receives strong messages 
regarding the importance of beauty and thinness via magazines and media.  For example, 
women's magazines contain 10.5 times more advertisements and articles promoting weight loss 
than men's magazines, the same sex-ratio reported for eating disorders (Andersen & 
DiDomenico, 1992). Thus, there is a significant difference in the media messages sent to men 
versus women concerning weight and shape.  Andersen & DiDomenico (1992) also found that 
females place more emphasis on their weight when rating their own attractiveness compared to 
males.  It may be possible that media advertising and content of articles are a major source for 
persuading women to be primarily concerned with weight, and for men to be focused on shape 
change, especially considering most women appear to begin dieting to change weight while men 
do so to change shape.  The theme of thinness then continues into adulthood (Streigel-Moore, 
Silberstein, & Rodin, 1986).  Internalization and media influences are a predictor of body 
dissatisfaction for adults also. 
Shisslak, Crago, & Estes (1995) found that non-clinical populations of both adolescent 
girls and adult women suggests that the prevalence of partial syndrome (level that doesn’t meet 
enough diagnostic criteria for an eating disorder) is higher than full syndrome eating disorders.  
In clinical populations partial syndrome is diagnosed in nearly half of all adolescent and adult 
females seeking evaluation or treatment at eating disordered clinics in the United States 
(Shisslak, Crago, & Estes, 1995). Shisslak, Crago, and Estes (1995) suggest individuals with 
partial syndrome eating disorders usually have considerable psychological disturbance, which 
may include depression, suicide attempts, and a past history of full syndrome eating disorder 
symptoms.  Therefore, individuals with partial syndrome often engage in the same disturbed 
eating behaviors as those with full syndrome eating disorders but at a somewhat lower level of 
frequency and severity.  Likewise, individuals exhibiting partial syndrome disturbed eating 
behaviors have a high likelihood of going on to exhibit full syndrome eating disorders at some 
point. 
Dieting and the Continuity Hypothesis  
Dieting is currently a national obsession.  Magazines and newspapers feature information 
on food, weight and weight loss, recipes and diet courses.  Dieting is depicted as a device to 
enable a person to trim off unwanted parts from their body, making them thinner and more 
desirable.  The dieting industry creates a façade creating the illusion that all dieting is freely 
available, socially acceptable, and without side-effects.  A study by Wertheim et al., (1992) 
comparing dieters and non-dieters shows dieters resemble eating disordered women in their 
preoccupation with food and dissatisfaction with their body shape and weight, but they do not 
manifest the degree of general psychopathology found in those classified as eating disorders.   
Polivy & Herman (1987) argue dieting nowadays qualifies as "normal eating" and that dieting is 
not only ineffective but can also lead to more problems than it solves.  Dieting can lead to both 
emotional and cognitive disturbances as well as to problems with eating (Polivy & Herman, 
1987; Streigel-Moore, Silberstein, & Rodin, 1986).  Chronic dieting can cause both physical and 
psychological problems.   
According to Polivy & Herman (1985) eating disorders experts generally agree that 
dieting is a contributing factor to the development of bulimia nervosa and both dieting and 
restraint have been shown to precede bingeing, and have been hypothesized to be the cause of it.  
The continuity model (Polivy & Herman, 1987) suggests that bulimia develops when a person 
shows the more extreme manifestations (e.g., starve/binge cycles, self-induced vomiting) of the 
same weight and dieting concerns that plague many women in American society.  
  Dieting is the thinking and planning of how to regulate food intake.  This regulation is 
intended to produce weight loss and implies some sort of procedure for weight control.  
Unfortunately, this regulation does not always mean weight loss.  Polivy and Herman (1985) 
suggest that cognitions related to food and dieting are more important determinants of food 
intake than are physiological factors such as hunger.  Sometimes dieters ignore physiological 
experiences of hunger.  Under-eating and skipping meals (i.e. restrained eating) over extended 
periods of time may lead to bingeing also.  Overweight women who weight cycle may become at 
greater risk for obesity and eating disorders with each cycle of dieting and binge eating.  
Hill, Oliver, and Rogers (1992) confirm the presence of high levels of dieting motivation 
in a number of adolescent and pre-adolescent children.  Many grade school and high school girls 
are dieting to lose weight even though their weight is normal or they are underweight. This can 
be explained by the fact that it is the adolescents’ perceived weight rather than their actual 
weight that is at the root of their dissatisfaction.  Adolescent dieting may deny the growing body 
important nutritional components at a time when they are most needed.   Other unhealthy weight 
control practices such as self-induced vomiting, laxatives, and diuretics are also being used.   
Maloney, McGuire, Daniels and Specker (1989) noted that 55 per cent of their 7-12-year-
old girls wanted to be thinner, with nearly 80 per cent of the older of these girls expressing this 
desire.  Despite the fact that dieting can result in many adverse physical and emotional 
consequences such as bulimia, anorexia, chronic dieting, problems involving obsession with food 
and dissatisfaction with self or body, the dieting industry generates billions of dollars each year, 
thereby making the dieting phenomenon a hard one to break.   
In prior research, models of continuity or discontinuity have been tested by comparing 
unrestrained eaters, restrained eaters, and individuals with bulimia.  If bulimia risk factors or 
symptoms increase as one moves from unrestrained eaters to restrained eaters to those with 
bulimia, then the continuity perspective is supported.  If on the other hand, this trend is not 
observed and restrained eaters appear generally similar to unrestrained eaters, with both types of 
individuals differing significantly from bulimic individuals, then the discontinuity perspective is 
supported.  In a study done by Lowe, Gleaves, DiSimone-Weiss, Furgueson, Gayda, Kolsky, 
Neal-Walden, Nelsen, & McKinney, (1996) results were consistent with the continuity model’s 
assumption that substantial negative affect may be generated as a result of weight preoccupation 
and episodic dieting, even in non-clinical populations.  Results supported the continuity model 
because in this model (Lowe et al., 1996) increased psychopathology in chronic dieters and 
individuals with bulimia is due to the affective consequences of weight consciousness itself (e.g., 
anxiety about body shape, shame about overeating). 
Binge Eating 
Binge eating is a common and highly distressing problem for both clinical and non-
clinical populations (McManus & Waller, 1995).  Regardless of whether a full syndrome eating 
disorder is present, a substantial number of women admit to binge eating (Schlundt & Johnson, 
1990). According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR; 
American Psychiatric Association, 2000), binge eating is defined as eating large quantities of 
food in a discrete period of time accompanied by a sense of lack of control over eating.  It is the 
hallmark symptom of both bulimia nervosa and binge eating disorder, and can also be 
characteristic of anorexia nervosa.   During a binge episode the individual experiences loss of 
control and consumes large amounts of food, followed by negative emotional consequences.  
Compared to normal eaters, binge eaters have more disorderly eating habits, concerns about 
body shape, depressive symptoms, lower self-esteem, lack of family cohesion, impairment in 
social and work functioning, general psychopathology, chronic dieting, substance abuse, and 
treatment for emotional problems (Wertheim et al., 1992).  The major problem involved in eating 
disorders characterized by binge eating is not so much the amount consumed during the binge, 
but individuals’ feelings of being out of control and their negative affect associated with the 
binge (Arnow, Kenardy, & Agras, 1995).  It is difficult to determine the prevalence of binge 
eating because this behavior occurs as a symptom across a variety of clinical syndromes 
including anorexia, bulimia, obesity, and binge eating disorder (Spitzer, Devlin, Walsh, Hasin, 
Wing, Marcus, Stunkard, Wakken, Yanovski, Agras, Mitchell, and Nonas, 1992).  According to 
Schlundt and Johnson (1990), 25% of the female population will admit to binge eating, while 
10% claim to binge at least once a week.   
Bulimics and Controls 
Stice, Schupak-Neuberg, Shaw, & Stein (1996) found that bulimics report higher levels 
of pressure from family, friends, partners, and the media to be thin as compared with controls.  
Bulimics also reported heightened levels of body dissatisfaction, and negative affect: sadness, 
guilt, hostility, and anxiety.  In this particular study Stice et al. (1996) found several variables 
that did differentiate sub-clinical bulimics from controls but did not reliably separate sub-clinical 
bulimics from bulimics, thereby supporting the continuity hypothesis.  One of the most 
distinctive features of women with clinical or sub-clinical eating disturbances may be a 
dysfunctionally high investment in body size, shape, and weight for evaluating self-worth 
(American Psychiatric Association, 1994).  Many women with clinical features also possess a 
“morbid fear of fatness.”   This dread of obesity and striving for thinness through any means 
necessary are core issues in clinical eating disorders.  Many women suffering from bulimia are 
actually within the normal weight range, however the binge-purge cycle ensures that they will 
stay at a normal weight.  When matched with a control group, women with bulimia nervosa 
exhibited higher historical weights than controls, suggesting successful dieting to obtain their 
current weight in the normal range.  Dieting and weight loss may be a trigger for the 
development of uncontrolled binge eating, which can then lead into the binge-purge cycle of 
bulimia (Yates, 1992).  Sub-clinical or partial syndrome individuals may also report bingeing, 
vomiting, and other symptoms of clinical significance even though they fail to meet diagnostic 
criteria.  Those who do not meet the criteria for an eating disorder may nonetheless experience 
distress concerning their eating behavior.   
Psychological variables 
High co-morbidity exists between eating and affective disorders.  There is a great deal of 
psychological disturbance among individuals who exhibit eating pathology; especially the further 
one goes up the continuum.  Dissatisfaction with body shape is a prominent feature of the 
psychopathology of bulimia nervosa.  It is usually present in severe degree, and closely 
associated with the level of depressed mood (Cooper and Fairburn, 1993).  Overvalued ideas 
about body shape and weight are peculiar to bulimia and anorexia, relatively stable, closely 
related to patients’ low self-esteem, and a necessary diagnostic feature for both disorders.  In a 
study comparing normal weight bulimics with a control group who did not binge, the bulimics 
had greater need for approval, poorer body image, lowered self-esteem, and greater levels of 
hopelessness and depression (Katzman & Wolchik, 1984).  
Psychological and cognitive factors can exacerbate an eating problem with weight loss 
and self-starvation resulting in an increased preoccupation with food.  In essence, the more 
women there are with disordered eating, the more likely there are to be even more women who 
develop disordered eating because the public’s heightened awareness of eating disorders and a 
young woman's likelihood of personal exposure to the behaviors may be a significant factor in 
the increasing emergence of eating disorders (Streigel-Moore, Silberstein, & Rodin, 1986).   
It has been proposed (Beck Kovacs, and Weissman, 1975) that an individual’s sense of 
hopelessness can be defined in terms of a system of negative expectancies concerning his or 
herself and his or her future life.  A sense of hopelessness may originate out of a temporary or 
permanent cognitive deficiency, with difficulty in generating solutions to problems, leading to a 
state where one feels there is no way out of a stressful situation.  It is hypothesized that this state 
leads to the use of maladaptive problem-solving techniques such as self-harm.  Self-harm can be 
interpreted as many behaviors, one of which is disordered eating.   
The importance of hopelessness in suicide and deliberate self-harm is well recognized in 
adults.  Research has identified the factor of hopelessness as the key variable linking depression 
and suicidal behavior (Beck et al, 1975).  Depression and suicidal intent show little or no 
correlation when hopelessness scores are controlled for, while suicide intent is highly associated 
with hopelessness, even when depression scores are controlled for.  McLaughlin, Miller, & 
Warwick (1996) confirm that adolescents engaging in acts of deliberate self-harm are more 
likely to report feelings of hopelessness about their future even after depression is taken into 
account.  Linked to hopelessness inevitability are the problems that people feel hopeless about.  
For a woman, a cycle of weight gain and weight loss may cause her to feel extremely hopeless.  
Likewise the binge-purge cycle may also cause her to feel hopeless about ever reaching an 
“ideal” weight. 
In a study done by Steel, Jones, Adcock, Clancy, Bridgford-West, and Austin (2000) 
clients who had a higher level of pretreatment depression and hopelessness dropped out from 
therapy.  They also had higher feelings of ineffectiveness and a higher external locus of control, 
both of which could be argued to be extentions of the construct of hopelessness.  In a study by 
Pook, Conti, and Lester, (1996) depression scores were found to be the strongest associate of 
eating disorders scores.  Even within non-clinical samples, a positive relationship between body 
dissatisfaction and dysphoria has been found (Denniston, Roth, and Gilroy, 1992).  Stice, 
Hayward, Cameron, Killen, and Taylor (2000) found that body dissatisfaction, dietary restraint, 
and bulimic symptoms predicted onset of subsequent depression among initially non-depressed 
adolescents over a longitudinal study.   
Summary 
 As the research suggests, body image and eating concerns can begin in girls in young 
ages, but for many women, eating and weight related concerns are a life long ordeal.  The media 
is one factor suggested in playing a role in contributing to women’s ideas about what is 
considered “ideal”.  Dieting and bingeing are simply a piece of the puzzle regarding the onset of 
eating disorders.  Once a woman reaches the point of bulimia, she often reports heightened levels 
of body dissatisfaction and negative affect (Stice et al. 1996).  The role of psychological 
disturbances particularily depression and hopelessness are key elements as well.   
 This study will determine the degree of correlation between eating pathology and 
hopelessness using the BULIT-R and the Beck Hopelessness Scale using a Pearson product-
moment coefficient of correlation.  Using an ANOVA, this study will determine whether 
differences exist between the four levels of eating pathology:  low risk non-bulimic, medium risk 
non-bulimic, high risk non-bulimic, and bulimic.  The three non-bulimic groups will also be 
























 The methodology section will include a description of the participants surveyed, 
as well as the instruments used in this study.  It will also include a description of the procedure 
used in conducting this study.  In addition, the data analysis and limitations of the study will be 
explored. 
Participants  
Participants included eighty-one female undergraduate students, ages 18-37 enrolled in 
introductory psychology courses at both the University of Wisconsin-Stout and the University of 
Wisconsin-La Crosse. Seventy-six of the participants were predominately Caucasian, two were 
African American, two were Hispanic, and one was American Indian.   Because eating disorders 
occur almost exclusively among females, males were not included in this study.  The average age 
of the sample was 19.99.  All of the participants at the UW-LaCrosse received extra credit while 
only some of the participants at UW-Stout received extra credit.  The remaining participants at 
the UW-Stout volunteered their services with no extra credit.   
Instruments 
The BULIT-R instrument (Thelen, Farmer, Wonderlich, & Smith, 1991) is a 36-item 
instrument designed to measure bulimia using the definitions set forth in the Diagnostic and 
Statistical Manual, 3rd Edition, Revised (American Psychiatric Association, 1994).  The BULIT-
R items are scored on a 5-point Likert scale, 1 indicating the least symptomatic, and 5 indicating 
the most symptomatic response.  Order of response is alternated so that the first response is not 
always the one that is the least or most symptomatic.  Scores are derived from summing subjects’ 
responses to 28 of the items because eight of the items serve as filler items.  The BULIT-R 
revises and replaces the original instrument because five new criteria were adopted in the DSM-
III-R and two others from the DSM-III were dropped.  The instrument was developed with 
rigorous psychometric procedures using six separate procedures using six separate samples of 
bulimic and control subjects.  It may be used to screen clients for bulimia as well as measure 
change during treatment.  The BULIT-R was developed on females for whom this disorder is 
common.  The BULIT-R has been shown to have excellent reliability and validity. From a 
sample of 23 female bulimics and 157 normal college females, alpha coefficient was .97.  Test-
retest over a two-month period was .95.  Concurrent validity is seen by a correlation of .85 
between BULIT-R scores and scores on the Binge Scale.  Also, scores on the BULIT-R 
correlation was .99 with the original BULIT.   
The Beck Hopelessness Scale (Impara, & Plake, 1998) is a 20-item self-report instrument 
for assessing hopelessness, particularly in relation to the risk of suicide.  It evolved out of the 
Beck Depression Inventory (Beck, Ward, Mendelson, Mock, and Erbaugh, 1961).  Since 
hopelessness is a future-oriented concept, the authors of the Beck Hopelessness Scale present it 
as a measure about the future that supposedly indicates suicidal risk.    In a one-week test-retest 
reliability was .69 and for another sample over a six-week test-retest, reliability was .66.  The 
BHS shows high internal consistency reliability also.  Several different pathologies were 
examined and reliability was found to be in the .90’s using the Kuder-Richardson 20.  Beck 
(1974) examined the relationship between clinical ratings of hopelessness and Beck 
Hopelessness scores.  Pearson product-moment correlation of the Beck Hopelessness scores with 
clinical ratings of hopelessness were compared in inpatient and outpatient groups.  Correlations 
with clinical ratings of hopelessness were .74 in the general practice sample and .62 in the 
attempted suicide sample thereby proving solid concurrent validity.  Inter-rater reliability of two 
judges was .86 (Beck, Shuyler, and Herman, 1974). 
Procedure 
Before completion of the two instruments (BULIT-R and BHS) participants were briefly 
informed about the experiment and also read consent forms ensuring them of the confidentiality 
of any information they agreed to share.  Participants completed a short demographics form and 
then followed up with the measures to complete.  The total time to complete both instruments 
was about 15 minutes. 
Data Analysis 
Using SPSS statistical software, Pearson’s r was used in the data analysis as well as two 
ANOVA's.  Newman-Keuls post-hoc procedure was utilized to clarify sources of significance. 
For the purposes of this study, the BULIT-R was used to categorize women into one of four 
groups of eating pathology:  low risk non-bulimic, medium risk non-bulimic, high risk non-
bulimic, and bulimics based on scores.  Women who scored above 84 were included in the 
bulimic group (n=7).  Women who scored above 56 were included in the high risk non-bulimic 
group (n=22).  Women who scored above 43 were included in the medium risk non-bulimic 
group (n=24).  The low risk non-bulimic group consisted of women who scored 43 or less 
(n=28).  The three non-bulimic groups were also examined to determine whether there would be 
any statistical differences when examined without the bulimic group. 
Limitations 
 The following limitations apply to this study: 
1. There is no way to account for complete truth of participants on both the BULIT-
R and the BHS.  It was assumed that all participants responded to the statements as honestly as 
possible. 
2. There is a possibility that the sample obtained from the University of Wisconsin-
La Crosse and the University of Wisconsin-Stout are not representative of all college women in 
the United States.  In addition, since only college women were examined, this may not be 
representative of women across all ages.  This should be taken into consideration before 


















 The following sections will convey the results of the study in relation to null 
hypotheses.  All participant’s results were included in the evaluation of the data. 
 
 Null Hypothesis #1: There will be no statistically significant correlation 
between individual’s scores on the BULIT-R and levels of hopelessness on the BHS for 
college women. 
A Pearson’ r was calculated to assess the relationship between eating pathology as 
indicated by the BULIT-R and hopelessness scores as indicated by the BHS.  Results confirm 
that there is a statistically significant correlation between eating pathology and hopelessness 
scores, r = .424, p < .001.  Since, a high correlation exists between the two variables the null 
hypothesis was rejected. 
 
Null Hypothesis #2:  There will be no statistically significant differences in levels of 
hopelessness between low, medium, high, and bulimic levels of eating pathology. 
An ANOVA was utilized to calculate the differences between the four groups:  low risk 
non-bulimic, medium risk non-bulimic, high risk non-bulimic, and bulimic.  Statistically, there 
was a high level of significance (F = 5.728, p < .001) suggesting at least one or more of the 
groups were significantly different from another.  The means for the four groups were as 
followed:  low risk non-bulimic mean = 1.5; medium risk non-bulimic = 1.29; high risk non-
bulimic = 2.36; and bulimic = 4.86 (see Table 1).   
Newman-Keuls Post Hoc procedure was used to determine which of the groups was 
significantly different from the others.  It was found that the bulimic group was significantly 




ANOVA examining the differences between the four groups of eating pathology.  
Variable  Mean  SD  df  F  P  
Low non-bulimic 1.5  1.29  27  5.728  .001 
Medium non-bulimic 1.29  1.40  23 
High non-bulimic 2.36  2.79  21 
Bulimic  4.86  4.10  6      
 
 The bulimic group was removed from the analysis to assess whether any 
significant differences would emerge between the three non-bulimic groups.  No statistically 
significant differences were found (see Table 2). 
 
Table 2 
ANOVA examining the differences between the three non-bulimic groups.   
Variable  Mean  SD  df  F  P  
Low non-bulimic 1.50  1.29  27  2.077  .133 
Medium non-bulimic 1.29  1.40  23   
High non-bulimic 2.36  2.79  21      
Overall, the results of this study show a significant relationship between the 
BULIT-R scores and BHS scores.  The results also show a significant difference between 
the bulimic group as compared with the other three groups (low risk non-bulimic, 
medium risk non-bulimic, and high risk non-bulimic).  However, no statistical 




















Summary, Conclusions, and Recommendations 
Summary 
 This study assessed the relationship between eating pathology and levels of 
hopelessness.  For purposes of this study, college-aged women were used, as eating disorders are 
particularily prevalent at this time in a young woman’s life (Katzman and Wolchik, 1984).  As 
eating disorders are on the rise, so too is sub-clinical eating pathology.  The continuity 
hypothesis states that disordered eating falls on a continuum with eating disorders at one 
endpoint, normal eating at the other endpoint, and dieting an intermediate point (Streigel-Moore, 
Siberstein, and Rodin, 1986).  The discontinuity hypothesis believes dieting and bulimia are 
essentially different.  In the current study, the BULIT-R determined levels of eating pathologies.  
Scores were divided into four categories:  low risk non-bulimic, medium risk non-bulimic, high 
risk non-bulimic and bulimic.  A correlation was found between eating pathology and 
hopelessness using Pearson’s r.  An ANOVA determined whether differences existed between 
the four groups of eating pathology and it was found the bulimic group was statistically different 
from that of the non-bulimic groups.  Finally, an ANOVA examined whether differences existed 
between the three non-bulimic groups and no statistical significance was found.   
Implications 
 Approximately, 8.6% of the participants used in the current study were classified 
as bulimic and another 27% fell into the high-risk category.  This information appears to be 
extremely important due to the high numbers of college women that are dealing with eating 
disorders.  According to Katzman and Wolchik, (1984) 5% of college women suffer from 
bulimia and another 12-15% of graduate students suffer from bulimia (Herzog et al, 1986).  An 
interesting result found that the bulimic group of women scored significantly higher on the Beck 
Hopelessness Scale in comparison with the other three groups of non-bulimics.  This study 
seems to suggest that hopelessness is a key variable in bulimia.  This also seems to suggest 
support for the discontinuity hypothesis.  The discontinuity hypothesis proposes that there are 
essential differences between dieters and bulimics.  However, the results also appear to indicate a 
significant trend beginning to emerge, especially as participant’s move into the high-risk non-
bulimic group.  This seems to suggest support for the continuity hypothesis because as one 
moves further along the continuum, it is hypothesized that one will suffer from greater levels of 
psychopathogy as well, in this case, hopelessness.  These findings are consistent with a study 
done by Lowe et al. (1996) which found support for the continuity hypothesis assumption that 
substantial negative affect may be generated as a result of weight preoccupation and episodic 
dieting, even in non-clinical populations.  When a woman is entrenched in bulimic patterns she is 
experiencing addictive behaviors and this seems to lead to a feeling of hopelessness and despair. 
It may be that as a woman begins to head down the road of destructive dieting, her mental 
processes begin to change as well.  This destructive dieting and her eating concerns should prove 
to be a “red flag” to others and if help is not sought after, other devastating effects are soon to 
come as well such as an eating disorder, a sub-clinical eating disorder, or feelings of 
hopelessness. It is important to remember that bulimics report heightened levels of body 
dissatisfaction and negative affect (Stice et al., 1996).  Therefore, it is important to identify any 
warnings signs before a woman reaches that bulimic stage.   
The findings of this study have implications for mental health professionals as well as for 
parents and educators alike.  Even though the results of the study show it is not until an 
individual reaches an eating disorder stage (i.e. bulimic) that she begins to suffer from the effects 
of hopelessness, it is important to keep in mind that although not statistically significant, results 
also confirm a trend starting to develop for high-risk non-bulimics as well, in terms of 
hopelessness.  Based on these conclusions, there is some support to the notion of the continuity 
hypothesis.  Therefore, if the discontinuity hypothesis is true and dieting and eating disorders are 
distinctively different, then perhaps clinicians do not need to worry about dieting as being 
destructive.  Perhaps, sub-clinical eating disorders may not be as significant in the development 
of clinical eating disorders.  If on the other hand, the continuity hypothesis is supported, then 
clinicians definitely need to be aware of dieting as playing a role in the onset of bulimia.  The 
more sub-clinical eating symptoms clinicians see, the more they need to stop these symptoms 
before the symptoms lead into an eating disorder.   
Recommendations 
 It is recommended that future research examine more closely the different factors 
that are contributing to high rates of eating pathology among young girls and adolescents.  
Comparing what and who is influential for females at such a young age may be very important.  
More research is needed in the areas of body image and eating concerns among young girls.  It is 
suggested that more research be done with children as young as nine or ten.  Since adolescence 
appears to be the major developmental challenge that amplifies a variety of risk factors for 
bulimia (Streigel-Moore, Silberstein, Rodin, 1986), continued research is suggested in learning 
why girls wishing to be thinner is so prevalent.  Also, it will be important to begin to examine 
hopelessness as an important construct.  Although a great deal of research exists on depression 
and eating disorders, research is limited on the subject of hopelessness and eating disorders.  It is 
recommended that when working with bulimics, clinicians view hopelessness as a key variable 
to assess. 
The onset of dieting, disordered eating and eating disorders is occurring at an earlier age.  
Society’s ever-increasing notion that beauty and thinness are one and the same makes young 
girls and women feel as if this is something they cannot live without.  While thinness is valued, 
its opposite obesity is not.  One answer is to lower the importance of beauty’s role in woman’s 
lives.  Media does not have to be the enemy.  Society can use the media to an advantage 
encouraging representatives to promote a broader view of beauty including all sizes and shapes 
of women.   
Until society’s views change, the future for women who suffer from poor body image, 
weight concerns, disordered eating and eating disorders appears to look bleak.  Society needs to 
begin looking at what is important for the future well-being of our youth and not just at what is 
going to make businesses a buck.  Just as it takes a whole village to raise a child, it takes an 
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